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Figure 33. Technique for lateral canthotomy and inferior cantholysis.  
Illustration credit: Wills Eye Manual 7th Edition. 

A. Perform lateral canthotomy. Use blunt scissors to incise the lateral canthus for 1-2 cm full thickness.  
B and C. Perform inferior cantholysis. With toothed forceps, grasp the lower eyelid at the edge of the 
incised canthus and apply traction away from the eye. Cut the inferior part (inferior crus) of the lateral 
canthal tendon. You may be able to palpate or “strum” the inferior part (inferior crus) of the lateral 
canthal tendon before cutting. If successful, the eyelid should come completely away from the globe. If 
the eyelid remains in its normal position, continue cutting until cantholysis is complete. 

 

EYE  ANATOMY 

Figure 34. Eye Anatomy.  
Photo credit: 2019 American Academy of Ophthalmology. 
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Figure 35. External landmarks and extraocular muscles of the eye. 
Photo credit: 2019 American Academy of Ophthalmology. 

 

AEROMEDICAL  EVACUATION  CONSIDERATIONS 

Due to the requirement to move the coalition patient with vision-threatening injuries to Role 4 facilities 
usually out of theater, early and safe transport of these patients should involve consideration of several 
factors. 

1. Management of concomitant injuries is crucial during flight.   

2. After open globe surgery, consult with the ophthalmologist before aeromedical transport to 
determine if there is any trapped air in the eye. 

3. Typically there is no trapped air and the patient is cleared for immediate transport. If there is any 
trapped air in the eye, it usually resorbs in 24-72 hours. Expansion of trapped air during flight can be 
catastrophic. 
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4. Vibration and turbulence can also be increased during flight. Adequate immobilization of foreign 
bodies to prevent further injury. Pain related to traumatic injuries is exacerbated by vibration and 
adequate pain medication is required. 

5. Decreased visual input will increase the risk of motion sickness. Vomiting can increase the risk of 
further injury. Anti-emetics can help to mitigate this risk. 

6. The need to Valsalva or perform similar maneuvers to equalize middle ear pressure can further 
injure the eye and surrounding structures, particularly the inferior orbit which overlies the maxillary 
sinuses. Adequate rapid acting decongestants (i.e. Afrin) can be used. 

7. Air handling systems on board the aircraft result in a very low relative humidity. Generous use of 
medications to lubricate the eye may be necessary. 

8. Patients with eye injuries cannot generally safely navigate inside aircraft due to poor lighting and 
cramped space and decrease in visual cues to balance. Consider placing the patient on a litter for 
safety and a non-medical attendant to help patient move if needed. 

PERFORMANCE  IMPROVEMENT  (PI)  MONITORING 

POPULATION  OF  INTEREST 

• All patients with diagnosis of eye injury. 

• All patients with a diagnosis of retrobulbar hematoma or orbital compartment syndrome. 

INTENT  (EXPECTED  OUTCOMES) 

1. All patients in populations of interest have a documented eye exam and vision assessment. 

2. All patients in populations of interest have a rigid eye shield placed correctly (no underlying gauze, 
no pressure, etc) and documented at all roles of care (including point of injury) that do not have an 
ophthalmologist.  

3. All patients with open globe injuries receive appropriate antibiotic (Moxifloxacin, Ciprofloxacin or 
Levofloxacin) at the first role of care. 

4. All patients with a diagnosis of retrobulbar hematoma or orbital compartment syndrome receive a 
lateral canthotomy at first surgical role of care. 

5. All patients in populations of interest are transferred to an Ophthalmologist. 

PERFORMANCE /  ADHERENCE  METRICS 

1. Number and percentage of patients in the populations of interest that have a documented eye and 
vision assessment. 

2. Number and percentage of patients in the populations of interest who have rigid eye shield placed 
correctly (no underlying gauze, no pressure, etc.) and documented at all roles of care (including 
point of injury) that do not have an ophthalmologist.  
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3. Number and percentage of patients with open globe injury who receive appropriate antibiotic 
(Moxifloxacin, Ciprofloxacin or Levofloxacin) at the first role of care. 

4. Number and percentage of patients with a diagnosis of retrobulbar hematoma or orbital 
compartment syndrome who receive a lateral canthotomy at first surgical role of care. 

5. Number and percentage of patients who receive lateral canthotomy who have complete release of 
lateral canthal tendon. 

6. Number and percentage of patients in the populations of interest who are transferred to an 
Ophthalmologist. 

DATA  SOURCES 

 Patient Record 

 Department of Defense Trauma Registry (DoDTR) 

SYSTEM  REPORTING  &  FREQUENCY 

The above constitutes the minimum criteria for PI monitoring of this CPG. System reporting will be 
performed annually; additional PI monitoring and system reporting may be performed as needed. 

The system review and data analysis will be performed by the Joint Trauma System (JTS) Chief, JTS 
Program Manager, and the JTS PI Branch. 

RESPONSIBILITIES 

It is the trauma team leader’s responsibility to ensure familiarity, appropriate compliance and PI 
monitoring at the local level with this CPG. 
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APPENDIX A: ADDITIONAL INFORMATION REGARDING OFF-LABEL USES IN CPGS 

PURPOSE 

The purpose of this Appendix is to ensure an understanding of DoD policy and practice regarding inclusion in CPGs 
of “off-label” uses of U.S. Food and Drug Administration (FDA)–approved products. This applies to off-label uses 
with patients who are armed forces members.   

BACKGROUND 

Unapproved (i.e. “off-label”) uses of FDA-approved products are extremely common in American medicine and are 
usually not subject to any special regulations. However, under Federal law, in some circumstances, unapproved 
uses of approved drugs are subject to FDA regulations governing “investigational new drugs.” These circumstances 
include such uses as part of clinical trials, and in the military context, command required, unapproved uses. Some 
command requested unapproved uses may also be subject to special regulations.   

ADDITIONAL INFORMATION REGARDING OFF-LABEL USES IN CPGS 

The inclusion in CPGs of off-label uses is not a clinical trial, nor is it a command request or requirement. Further, it 
does not imply that the Military Health System requires that use by DoD health care practitioners or considers it to 
be the “standard of care.” Rather, the inclusion in CPGs of off-label uses is to inform the clinical judgment of the 
responsible health care practitioner by providing information regarding potential risks and benefits of treatment 
alternatives. The decision is for the clinical judgment of the responsible health care practitioner within the 
practitioner-patient relationship. 

ADDITIONAL PROCEDURES 

Balanced Discussion 

Consistent with this purpose, CPG discussions of off-label uses specifically state that they are uses not approved by 
the FDA. Further, such discussions are balanced in the presentation of appropriate clinical study data, including any 
such data that suggest caution in the use of the product and specifically including any FDA-issued warnings. 

Quality Assurance Monitoring  

With respect to such off-label uses, DoD procedure is to maintain a regular system of quality assurance monitoring 
of outcomes and known potential adverse events. For this reason, the importance of accurate clinical records is 
underscored. 

Information to Patients 

Good clinical practice includes the provision of appropriate information to patients. Each CPG discussing an 
unusual off-label use will address the issue of information to patients. When practicable, consideration will be 
given to including in an appendix an appropriate information sheet for distribution to patients, whether before or 
after use of the product. Information to patients should address in plain language: a) that the use is not approved 
by the FDA; b) the reasons why a DoD health care practitioner would decide to use the product for this purpose; 
and c) the potential risks associated with such use. 


